
Physiological aspects of trauma exposure 

•	 “Fight or flight” hormones – emergency system

•	 Opiate system may be activated

•	� Can vacillate between “flooding” and “numbing”

•	 Trauma reminders (or triggers) can set off above

•	� Repeated exposure to trauma associated with structural changes in 

the brain

Common cognitive distortions of traumatized children 

•	� I should have been able to keep it (the traumatic event) from 

happening

•	� My family will never be okay again

•	� It is my responsibility to become “the man of the house” now that 

my dad is dead

•	 I will never get back to normal/happy again

•	 The world will never be safe again

•	 I can’t trust anyone anymore

•	 School will never be safe again

•	 It’s my fault

•	 It’s going to happen again

Typical trauma responses by developmental age

Birth to 2 years

•	 Babies may be more irritable

•	 May cry more frequently

•	 May need to be held more frequently

Preschool Age Children (3-5)

•	 Whiny, irritable, and/or angry behavior

•	 Fear of being alone

•	 Excessive worry and anxiety

•	 Difficulty eating/sleeping

•	 Developmental regression (such as toilet training)

•	 Increased somatic complaints

•	 Clingy  behavior

•	 Common to reenact trauma through play

•	 Recurrent daydreams or flashbacks of the event

•	 Nightmares
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Elementary Age Children (5-11)

•	 Whiny, irritable, and/or angry behavior

•	 Lack of interest in usual activities, withdrawal

•	 Fear of being alone

•	 Excessive worry that event will re-occur

•	 Increased somatic complaints

•	 Belief that they caused the event or could have prevented it

•	 Changes in academic performance

•	 Difficulty with attention to school or homework

•	 Sensitive or jumpy to loud noises or trauma reminders

•	� May regress in developmental skills (baby talk, toilet  

training, tantrums)

•	 May reenact trauma through play

•	 May feel that school, or even the world, is not safe

•	 May feel helpless and powerless

•	 Increased activity level

•	 Recurrent daydreams or flashbacks of the event

•	 Nightmares 

Pre-adolescence and Adolescence (12-18)

•	 Increased feelings of anxiety and worry

•	 Worries about the trauma reoccurring

•	� Survivor’s Guilt  (belief that they could or should have prevented  

the traumatic event)

•	 Repetitive thoughts about death and dying

•	 Changes in sleep/and or appetite 

•	 May feel that school, or even the world, is not safe

•	 Increased irritability and/or depression

•	 Have difficulty seeing themselves as having a future

•	 Inability to concentrate

•	 “All or nothing” thinking (people are all bad or all good)

•	 “Overgeneralization” of the event (school will never be safe again)

•	 Behavioral changes, increased anger, may become more aggressive

•	 Changes in academic performance

•	 Withdrawal, avoidance of trauma reminders

•	 Lack of interest in activities

•	 Increased risky behaviors –alcohol and drugs

•	 Absenteeism

•	 Increased somatic complaints

•	� Increased startle response – to certain noises or other trauma 

reminders 5-3
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•	 Intrusive thoughts about the trauma

•	 Frequently talks about the details of the event

•	 Denial of impact of the event

•	 Daydreams or flashbacks about the event

•	 Nightmares

Identification and referral of students who need mental 

health assistance

•	� Counselors/psychologists/social workers will need to assess 

whether the student was directly or indirectly exposed to a 

perceived or real traumatic event.

•	� Assess symptoms including re-experiencing the traumatic event, 

avoidance, emotional numbing, increased arousal, sleep and 

appetite disturbance, etc. 

•	 Are the symptoms interfering with the student’s functioning? 

•	 Is there any evidence of suicidal behavior? (thoughts, threats, 

	 actions)

•	 Have intense symptoms lasted over a month? Over 3 months? 

•	� Is the child at risk due to other environmental factors or  

previous trauma?

•	 Has the student exhibited significant behavior changes?

•	� Student exhibits a high level of emotionality after the majority of 

peers return to more typical behavior.

•	� Students intentionally hurting themselves, or have an increase in 

other self-harming behaviors, including abusing alcohol/drugs, 

may need a referral.

•	� Students who do not improve with the individual and group 

interventions school personnel are able to provide may also need a 

referral.

•	� Is the student at risk due to a known pre-existing mental health 

problem? 

Ongoing concerns with children exposed to violence 

Exposure to violence leads to the following consequences:

•	 Decreased IQ and reading ability (Delaney-Black  et al., 2003)

•	 Lower grade point average (Hurt et al., 2001)

•	 Higher absenteeism (Beers and DeBelis, 2002)

•	 Decreased rates of high school graduation (Grogger 19970

•	� Significant deficits in attention, abstract reasoning, long-term 

memory for verbal information, decreased IQ, and decreased 

reading ability (Beers and DeBelis, 2002)
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Building Resilience

Healing Activities for Children in the aftermath of trauma, grief 

and loss

(Please note:  not all of the activities listed below are appropriate for 

all situations; some are more relevant for loss of life, others for 

natural disasters)

Preschool: 

•	 Allow for reenactment play with puppets or “dress ups”

•	 Encourage drawing, painting, and expressive arts

•	 Help children make memory books to work through grief and loss

•	 Read age-appropriate books with healing themes aloud 

•	 �Encourage children to participate in making wreaths or cards for 

family

•	 �In the aftermath of a natural disaster, the class can work on a mural 

of what happened, and later, draw the rebuilding of the community

•	 �Preschool age children can participate in simple mourning rituals 

in school such as placing a flower in the deceased student’s spot or 

desk.

•	 �Preschool children can and should be offered a discussion time 

similar to a debriefing, but the time frame will be short and the 

steps simplified.  For example, going around in a circle sharing 

what you heard, and secondly, what you felt or thought, will 

likely be all that they can attend to.  They do need information 

about typical trauma reactions put in a framework that they can 

understand, as many of them will have trauma-related symptoms 

and need reassurance that their experience is normal (nightmares, 

flashbacks, startle responses, etc.).  Preschool age children may 

need to work on activities as they talk (drawing, play dough, etc.). 6-1

Resilience

Reactions

Counseling

Restoring

Postvention

Leadership



Elementary:

•	 �Expressive arts, such as painting and drawing (let children “show” 

each other their drawings to stimulate discussion)

•	 �Help students make memory books individually or as a class to give 

the family

•	 �Involve students in simple mourning rituals such as making a 

wreath from paper flowers

•	 �Have students make cards for the family

•	 �Have students publish stories in the classroom of survival in 

the aftermath of natural disasters (how did they take care of 

themselves?)

•	 �Have the class create a mural about their strength and survival

•	 Encourage play reenactment with toys, dress-ups, puppets

•	 �Read aloud, or have children read, stories with similar themes that 

offer hope for the future

•	 �Have children bring in newspaper articles about children from 

around the world that have experienced similar or different 

disasters

•	 �Create a sentence completion assignment that encourages students 

to express their thoughts and feelings:

	 	 •	 “The hardest part for me was………..

	 	 •	 “The scariest part for me was………..

	 	 •	 “I found out I was strong when……..

•	 �Hold group discussions utilizing group debriefing skills listed in 

the clinical section, but remember elementary students will not be 

able to tolerate as long of a discussion as adolescents. Plan to talk 

with students for 30 minutes or so and move on to an activity. The 

activity can then generate more discussion. 

Junior and Senior High:

•	 �Older students should be offered opportunities for more thorough 

discussion and exploration of the details of the event and their 

reactions. (See clinical skills section). Depending on the nature of 

the traumatic event, they will likely need to take at least one whole 

class time period for discussion ( and many students may need 

follow-up in smaller groups).

•	 �In the event of a natural disaster, ask students to discuss how they 

might help the community rebuilding effort.

•	 �Have the students read literature or novels related to hardship, 

disaster, and survival.
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•	 �Encourage expressive arts, including drawing, painting, and 

writing about the loss or disaster.

•	 �If a member of the class has died, students can design an “in-class” 

memorial for the student.

•	 Have students write related science and psychology papers. 

•	 �Ask students to write about “good” that can come from pain – what 

have they learned? how have they grown?   

•	 �In the event of a student or teacher death, students can write 

memory books individually or together as a group to present 

to the family. Help students “make meaning” out of seemingly 

meaningless losses. Brainstorm ideas to make the school safer, 

or prepare the community for disasters. If students can actually 

activate an idea, they will regain a sense of mastery and control.

•	 �Talk to the students directly about the “stinkin’ thinking” that can 

happen after a traumatic event, such as believing that the school 

will never be safe again, or that they will never be happy again. 

Ask students to list the “stinkin’ thinking” and then have the group 

write challenge statements to the negative thoughts. 

Anniversary activities:  (all ages)

Major traumatic events that garner national news attention often 

are revisited by the media on the anniversary of the event. School 

Postvention teams may assess that anniversary activities in the 

school setting are an appropriate tool to help students cope with the 

trauma reminders. Anniversary activities should have a different feel 

than activities utilized immediately post-crisis; they should focus on 

strengths, community, and healing. 

Here are a few examples of how anniversary activities can help students 

focus on strengths:

Students fold a paper in half, and draw the traumatic situation on one 

side of the paper, and draw how things have gotten better on the other 

side.

Students are asked to write about what they have learned about moving 

forward after a tragedy. 

Students make a mural of how things were last year, and how things 

are now.
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Coping skills that can be taught to children:

Although typically school personnel will refer children suffering from 

PTSD to mental health professionals, there are some simple skills that 

counselors and even teachers can use with children in the aftermath 

of trauma that can help children cope, and regain the confidence to 

focus again on their school work.  The following techniques have been 

utilized for decades and shown to be effective in numerous studies. 

These coping skills are particularly well suited to combat the types of 

symptoms children experience after trauma exposure:

RELAXATION

•	 �Deep Breathing i.e. “belly breathing”. Teach child to breathe in 

deeply so that the lower abdomen protrudes during inhalation, and 

recedes during exhalation. 

	 	 •	 Younger children can lay on the floor and put a book 

	 	 	 or stuffed animal on their lower abdomen.

	 	 •	 After the child masters this, have the child count to 5 slowly

	 	 	 while breathing through the nose, and count to 5 while 

	 	 	 slowly exhaling through the mouth.

	 	 •	 �Older children should be taught to focus on the feeling of 

their breath going in and out, and encouraged to not judge 

their thoughts. Tell students that if they have a distracting 

thought, that is just fine, whenever they remember to do 

so, they should put their mind back on the feeling of their 

breath.

	 	 •	 �Teachers and older students can be taught “square 

breathing”.  This technique encourages the participant to 

breathe in slowly to the count of 4, hold their breath to the 

count of 4, breathe out slowly to the count of 4, and then 

hold the breath out to the count of 4.  The last section of the 

square, holding your breath out may be difficult at first and 

participants can change that count to 2 or 3 if necessary.

	 	 •	 �Students and teachers can be taught progressive muscle 

relaxation, tensing and releasing muscles throughout the 

body, usually beginning with toes and feet.

	 	 •	 �Some students and/or teachers do better with breathing 

techniques if they have words to focus on. “Peace in, Stress 

out” is one that is often helpful. Students can also be 

encouraged to think up their own healing words.
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POSITIVE THINKING  

Children can be encouraged to learn and practice positive thinking, 

even in the aftermath of a disaster. Counselors can help children 

identify their negative thoughts and write challenge statements for 

them. Here are some examples:

•	 My school is not safe anymore.  

	 	 •	 � Challenge: I have been in school for ten years with no 

problems; this event was on one day.

•	 Nothing is the same any more. 

	 	 •	  Challenge: I still have friends and a mother that loves me.

Children can also be taught to write and practice “cheerleading” 

statements. Here are some examples:

•	 I can get through this; I’m strong!

•	 I lived through it, therefore I am strong and can take care of myself!

•	 Things are hard now, but they will get better!

•	 I still have people that care about me!

•	 The bad part is over and I’m safe now!

THOUGHT STOPPING

In the aftermath of trauma, children can be really bothered by intrusive 

thoughts, images and even flashbacks. Although it sounds remarkably 

simple, the technique of thought stopping can enable students to gain 

control over these troubling thoughts and images. Here is one way to 

teach thought stopping:

•	 �Tell students that they can learn to stop their troubling thoughts 

about the trauma so that they can concentrate on their work, or get 

through their day more effectively. 

•	 �First:  Help students identify a really safe place that they can see in 

their mind. The safe place can be real or imagined.

	 	 •	 �(Hint: younger students can draw the safe place to solidify 

the image)

•	 �Second: Tell students that they can simply tell their mind to STOP.  

They can shout the word STOP in their mind, not really out loud.

•	 �Third:  Instruct students to then “throw their mind” on their safe 

place image. 

•	 �Adaptation for the classroom setting:  For the third step encourage 

students to “throw their mind” on what the teacher is saying, or the 

work that they are working on.
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